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THIRD PARTIES that administer private and public
dental funds have developed a prospective utilization
review system called pretreatment review. Depending
on local usage, pretreatment review is also known as
precertification, prior authorization, and predetermina-
tion of benefits. In pretreatment review, dentists are
asked to submit treatment plans (claims) and radio-
graphs for all courses of treatment over a certain
dollar cost, usually $150. The third parties certify
patients' eligibility for requested services under specific
group contracts and, based on the opinion of dental
consultants employed by the carriers, determine that
services are necessary and appropriate. The patient and
provider are then informed of the level of reimburse-
ment for covered benefits.
The literature on pretreatment review is limited to

two types of articles. First are reports in business
journals and trade newspapers which briefly describe
the pretreatment review system and explain its im-
portance in the control of program expenditures and
the quality of care (1-9). Other publications, mainly
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in the public health area, describe the pretreatment
review system in greater depth and try to evaluate its
effectiveness. The best descriptive study is a report by
Nash and co-workers (10) which details the processing
of dental claims within several insurance companies.
Studies on the effectiveness of pretreatment review pro-
grams (11-27) focus on methods of identifying and
controlling treatment planning abuses. For example, in
his study (19) of United States Administrators, a fiscal
intermediary, Friedman found that 29 percent of all
claims received have one or more inappropriate or un-
necessary services and that the reduction in total claim
charges resulting from the review of claims approaches
6 percent.
The purpose of this paper is to describe the history

and present organization of pretreatment review pro-
grams within the dental insurance industry. We empha-
size the structural limitations on pretreatment review
resulting from the multiple and sometimes competing
goals within carrier organizations.

Methods
Data were collected from structured interviews with
executives of four insurance companies' and extensive
observations of the pretreatment review systems at two
of these carriers. Three of the carriers were national
commercial insurance companies with diversified opera-
tions in life and health insurance, real estate, and cor-
porate lending. The fourth carrier is nonprofit and
serves a metropolitan population in the Northeast. It
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is concerned with health insurance only. In 1977 the
four companies covered more than 9 million people
and received annual dental premiums worth more than
$600 million.
The structured interviews were conducted with the

officials responsible for the administration of the pre-
treatment review programs at each organization. The
instrument used in the interview was based, in part, on
one developed by Nash and co-workers (10).

Data on the administration of dental claims were
also collected during weekly observations of the claims
processing offices of two carriers over a period of 15
months. Finally, in order to gather more detailed infor-
mation on dental consultants' activities, three con-
sultants, who review claims for the same two carriers,
were observed during several consulting sessions for a
total of 20 houirs.

History and Growth of Dental Insurance
A better understanding of pretreatment review systems
can be gained by tracing the growth of dental insur-
ance in the three types of carriers which currently
dominate the dental insurance market: dental service
corporations, commercial carriers, and Blue Cross-Blue
Shield plans.
The Taft-Hartley Labor Law, passed in 1947,

fostered negotiation for health and welfare benefits
through collective bargaining, providing more dollars
for medical and dental insurance (2,28-32). Although
hospitalization and medical insurance coverage ex-

panded from the 1930s to 1950s, coverage of dental
care was slow to develop. The demand for financial
protection from major systemic illness pre-empted that
for dental care, and there were serious questions re-
garding the insurability and demand for dental care.

Early participation of the labor movement in dental
insurance began in 1946 when the St. Louis Labor
Health Institute provided dental benefits to the mem-
bers of Teamsters Local 688. The benefits were financed
by the Teamsters Union Welfare Fund, and coverage
was comprehensive (30). There were also some early
efforts by the Group Health Association of Washington,
D.C., in 1949 (31), Group Health Dental Insurance,
Inc. of New York in 1954 (30,31), and a few other
organizations to include dental care as covered benefits.
A major commitment of a labor union to prepaid

dental benefits occurred in 1955 on the West Coast.
The International Longshoremen's and Wareliouse-
men's Union and the Pacific Maritime Association
(ILWU-PMA) established a 1-year pilot program pro-
viding dental care coverage for members' children
from birth through 14 years of age (1,15,28-33). The
ILWU-PMA founded several methods of providing
dental care, including prepaid group dental practices,
an indemnity plan administered by an insurance com-
pany, and a nonprofit, indemnity-type plan operated
by dental societies. The importance of this pilot pro-
gram was that it led to the establishment of dental
service corporations (DSCs) and initiated several im-
portant trends in financing prepaid dental care.
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Despite these early efforts, enrollment in dental plans
grew slowly until the 1960s. In 1961, as more and
larger unions negotiated for dental coverage as fringe
benefits, commercial carriers entered the dental insur-
ance market in earnest. Because of their size and finan-
cial resources, commercial carriers were the largest pro-
viders of dental insurance within 3 years. Their growth
since then has been impressive.

Blue Cross and Blue Shield (BC-BS) were the non-
profit, service benefit prototypes upon which the DSCs
based their organizational and dental plan design (31,
36). While BC-BS controlled much of the hospitaliza-
tion and physician insurance market, they were slow in
developing dental care plans. Some BC-BS plans of-
fered dental benefits in the 1960s (37), but many plans
did not do so until 1975 when dental insurance became
a requirement for membership in the national BC-BS
organization (31).

Since the commercial carriers began offering dental
plans, dental insurance has grown steadily. As figure 1
shows, commercial carriers maintain the largest share
of the dental insurance market. In 1976, the commer-
cial carriers insured 26.6 million people under 27,900
dental contracts; the total benefit expenditure was
about $1.1 billion (38). The growth of DSCs has also
been impressive. In 1979 there were 43 independent
dental service corporations in the United States loosely
tied to a parent organization in Chicago, Ill., called
the Delta Dental Plans Association. In total, the DSCs
are the second largest dental insurers in the country,
and in 1976 they covered some 12 million people with
an annual benefit expenditure of $285 million (39-52).
Although BC-BS dental plans are available in 50
States, as a relative newcomer to the dental market the
"Blues" have a small share of total dental insurance
business (32) with an annual benefit expenditure of

Figure 1. Growth in dental insurance enrollment
by type of insurance, 1960-76

$176 million. Also, their growth over the past 8 years
has been modest (fig 1). Prepaid group dental plans
and self-insured trusts, although two of the first forms
of prepaid dental insurance, together cover less than
1 percent of the insured population.

History of Pretreatment Review
The funds that financed the early prepaid dental plans
came from labor-management trusts, and the officials
who administered the funds were concerned with pro-
viding the best quality dental care for the monies
available. Therefore, when the ILWU-PMA dental
program was established, the organizers set up an ad-
visory committee to monitor the quality of care (35).
The DSCs were also required to monitor the quality of
care and dental costs and, in 1955, based on the experi-
ence of the "Blues" with hospitals and physicians, the
DSCs introduced the concept of a "participating den-
tist" agreement (53). The purpose of the participating
agreement was to assure an adequate number of den-
tists to provide care. Also, the agreement stipulated
that dentists would agree to quality reviews of their
work. The major advantage of becoming a participat-
ing dentist was potential access to large numbers of
patients with dental coverage (34).
When the usual, customary, and reasonable (UCR)

method of reimbursement was instituted in 1962, par-
ticipating dentists were required to submit a profile of
their fees. If their fees did not, in aggregate, exceed the
90th percentile of fees of dentists in the area, they
were accepted as participating members. The payment
method offered an additional incentive to become a
participating member. Participating dentists were reim-
bursed their full fee up to the 90th percentile of fees
in the area. In contrast, nonparticipating dentists were
reimbursed under an indemnity plan with fees usually
set at the 50th percentile of UCR fees. However, non-
participating dentists were free to charge their patients
the difference between the fee provided by the DSC
and their usual fees. This system encouraged patients
to go to participating dentists, since they would have
less out-of-pocket expenses. The participating dentist
concept provided the DSC with important controls
over the fees and performance of practitioners.

An early utilization review program was developed by
dental service corporations and currently forms an
integral part of the design of all their contracts (53).
The participating agreement called for dentists to sub-
mit claims and radiographs for review of utilization and
quality when requested and to open their offices for
periodic auditing. The purpose of this review is to
monitor expenditures and to improve quality by con-
trolling overuse of expensive and complex services. It
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also serves to inform patients before treatment begins
what services and charges are covered under the pa-
tient's dental plan. In 1955, the DSC in Washington
State was screening 5 percent of all claims submitted.
When commercial carriers first entered the dental

market in the early 1960s, DSCs represented the only
real competition (32). Since DSCs emphasized cost and
quality control, purchasers of group dental plans ex-
pected other carriers to provide the same services.
Further, with the advent of Medicare and Medicaid in
the mid-sixties Federal and local governments became
concerned with utilization review, and cost and quality
assurance became a national issue. Therefore, in the
early 1970s, the commercial carriers instituted a type
of prospective review system, similar to the DSCs.

In 1970, when BC-BS officially entered the dental
insurance market on a national scale, quality assurance
mechanisms were incorporated into their national guide-
lines (54). BC-BS dental plans adopted a pretreatment
review system and instituted a participating dentist
option similar to the participating dentist concept of
the DSCs. The participation agreement allows BC-BS
to audit the offices of member dentists and requires
dentists to submit their radiographs for review upon
request.
As dental service corporations and insurance com-

panies gained experience in dental insurance, pretreat-
ment review of claims became the dominant method
employed by all carriers to inform dentists and patients
of covered benefits and, additionally, to control the cost

and quality of dental care (55,56). The next section
describes the administration and organizational setting
of pretreatment review at the four carriers.

Conducting Pretreatment Review
Eighty percent of the dental claims submitted consist
of completed services that do not meet the dollar cut-
off that requires pretreatment review. These claims are
routinely processed for payment. An additional 5 per-
cent of the total claims that are submitted for payment
of completed services (which may be under $150) are
identified as having a problem. Services on these claims
are reviewed for appropriateness and necessity even
though the services have been completed. Another 15
percent of claims exceed the $150 limit and these are
submitted for pretreatment review. For the most part,
the services listed on these claims have not been pro-
vided. Therefore, about 2 percent of all claims receive
some form of utilization and quality review. It is im-
portant to note, however, that all claims are scrutinized
for patient eligibility, contractual limitations, and size
of fees.

Figure 2 depicts the administrative flow of dental
claims from receipt of the claim by mail through to
payment of claims. This system varies somewhat from
company to company, but it was essentially the same
for the four carriers studied.

In the first step of the review process the mail is
batched by date and grouped according to the sub-
scriber's contract. The claims are then sent to a clerk

Figure 2. Flow paths in the dental claims review process
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who certifies eligibility, contractual benefits, and the
patient's dental history. Eligibility status is automatic-
ally updated every 3 months by maintenance clerks.
The claims then proceed to the processor.

Processors are trained in determining contractual
benefits for all groups for whom they process claims.
The processor is also trained to use explicit guidelines
prepared by dental consultants in selecting claims for
additional review. Since processors generally have
quotas to meet, the emphasis is on processing claims
and remitting payments. The processor handles both
the payment and pretreatment claims and refers any
claims falling under the referral guidelines to the ana-
lyst. About 20 percent of the claims are reviewed
by analysts.
The education of the analyst can vary from a foreign

dental school degree to a high school diploma. Like the
processor, the analysts' training in reading X-rays and
reviewing claims is usually informal and on-the-job,
and it emphasizes processing claims. The analyst can
approve payment of completed services or authorize
treatment for pretreatment review claims if no further
professional review is required. If professional review is
required, the analyst obtains all supporting material
and refers the claim to a dental consultant. About 5
percent of all claims submitted are referred for pro-
fessional review by a dentist.

Professional Review
All treatments mentioned in a claim, not just those in
question, are evaluated by dental consultants for ap-
propriateness and need, using X-rays and sometimes
study models. There are some full-time dental con-
sultants, but most work part-time for an hourly
wage while maintaining private practices. The purpose
of having part-time consultants is to preserve the credi-
bility of the consultants as a "wet-fingered" dentist.
Generally, consultants are selected with the aid of local
dental societies, and choices are based on their reputa-
tion in the community. Dental consultants receive some
limited training to orient them to claims review. How-
ever, the assessment of services relies essentially on the
consultants' clinical judgment and expertise. The con-
sultants review an average of 6 claims per hour and
approve about 90 percent of the claims referred to
them on the basis of X-rays alone or through phone
conversations with the provider. If the consultant ap-
proves the claim or resolves problems directly with the
provider, the claim is sent back to the processor to be
processed in the usual way. If the problem cannot be
resolved informally with the attending dentist, the pa-
tient is often asked to make an appointment with a
regional dental consultant for an oral examination. Less

than 0.02 percent of submitted claims are sent to
regional consultants.

After the patient's examination, the regional con-
sultant reviews the claim and reports to the dental
consultant. If the provider and consultant can resolve
the claim, the claim is referred back to the processor,
and it is processed in the normal way. If the claim
remains unresolved, the consultant may recommend
referral to peer review. Less than 0.001 percent of the
claims are referred to the peer review committee.

Peer Review
State dental societies have a committee of private prac-
titioners who are called upon to arbitrate disputes
among insurance companies, dentists, and patients. The
peer review committee represents an effort of the dental
profession to police itself. Prior to 1976, peer review
committees arbitrated both fees and the quality of care.
Now, however, some State peer review committees no
longer rule on fees since, according to the Federal Trade
Commission, this may be an illegal restraint of trade.
Another important limitation of peer review committees
is that they have no legal power to enforce their deci-
sions.

If the peer review committee cannot resolve the
issue, the case may be brought before the State board of
dental examiners, the insurance commission, and ulti-
mately the courts. Very few dental claims go beyond
peer review.

Organizational Structure of Pretreatment Review
Insurance companies differ in their approach to pre-
treatment review (fig. 3). Some companies have a
completely independent department with salaried den-
tists responsible for pretreatment review. These depart-
ments develop referral criteria for claims review and
for monitoring the professional review of dental claims
by part or full-time dental consultants.

Other companies have incorporated dental quality
assurance within the claims processing function.
Licensed dentists review claims under the authority of
local claims office managers. In general, there are no
full-time salaried dentists in such departments.

Still another approach is to have professional review
of dental claims done outside the company. Under
this system, claims selected for professional review by
reviewers are sent to private dental consulting firms. A
flat fee per claim is charged by the consulting firm, and
the firm's recommendation is sent to the insurance
company.
The operation of the pretreatment review system by

the professional review department is substantially in-
fluenced by the activities of two other departments,
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claims processing and marketing. The interrelationships
among these three departments are considered in the
next section.

Claims Processing and Professional Review
The primary goal of the claims department of insur-
ance companies, regardless of organizational structure,
is to process claims quickly and efficiently. Claims de-
partments have established quotas, claim turn-around
times, and budgetary goals. To some extent pretreat-
ment review hampers the achievement of these goals by
delaying the processing system. All pretreatment claims
must be handled twice for the same course of treat-
ment, before onset and after completion. Further, when
professional review by a dental consultant is needed,
claims can be delayed for a few days to a month or

more. Even though this delay, and associated costs, are
generated by pretreatment review, the costs are usually
absorbed by claims departments. Claims departments
can attempt to work with pretreatment review pro-
grams by requesting a revision in the referral criteria
that the analysts use so that fewer claims are pro-
fessionally reviewed. The more common approach is
for the claims department to instruct the analysts,
who are under its direct administrative control, to refer
fewer claims for dental consultant review. The claims
processing department may conflict, therefore, with the
pretreatment review function in pursuing its own goals.

Marketing and Pretreatment Review
The primary goal of marketing departments is to
maximize income from premiums through the sale of

Figure 3. Three types of organizations to conduct professional review of dental insurance claims
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dental plans. To remain competitive in the dental
insurance market, premiums must remain low, but not
at the expense of a reduction in services to the con-
sumer. A critical factor in remaining competitive in
premium rates with other carriers is keeping the per-
centage of total premium dollars that go for plan
administration as low as possible. Since the professional
review of claims is a large administrative expense (about
15 percent of total administrative costs), pretreatment
review programs are under considerable pressure to
decrease operating expenses.

However, while marketing staff continually press for
lower costs in pretreatment review, the carrier must
also remain competitive in the service sphere. There-
fore, marketing personnel must emphasize the effec-
tiveness of pretreatment review programs as a means
of assuring consumers that high quality dental services
are being provided and expenditures are kept under
control. Most groups interested in dental insurance
expect the carrier to be accountable for the cost and
quality of care but tend to focus mainly on cost rather
than quality controls. Therefore, the marketing depart-
ment usually presents pretreatment review as a method
of saving money through control of overuse. Because
of these marketing forces, the effectiveness of profes-
sional review programs tend to be measured in terms of
the money saved. Improved quality is often seen as a
byproduct of controlling overuse.

The response to the pressure from the marketing and
claims departments to reduce administrative costs and
also to be more effective in controlling overuse has been
a trend, over the years, among all four carriers to
review fewer claims and to concentrate on those for the
more expensive services, where potential savings are
greatest.

In sum, one important goal of pretreatment review
programs is to control overuse and, in turn, reduce
claim costs. If more claims are reviewed, more overuse
is identified and more money will be saved. However,
while marketing, claims processing, and professional
review agree that there is a point of diminishing re-
turns, conflict among these groups arises over where
the cut-off point lies. This is an inevitable result of the
legitimate but competing goals among these three
groups.

Other Limitations of Pretreatment Review
Several external factors also place constraints on the
pretreatment review programs. A major one is the legal
basis for the review system. Legally, the dental con-
sultants can only deny payment for services on the
basis of the terms specified in the contract. While con-

tracts explicitly state which services are covered, they
are much less clear in defining when services are not
necessary or appropriate. Rejection of services for
quality considerations becomes difficult because it in-
volves the subjective evaluation of the dental consultant
(57463). There are many gray areas in dentistry where
it is not obvious that services are both necessary and
appropriate. No national or local standards have been
developed to guide the consultant in his review. There-
fore, when services are rejected because of quality, the
insurance carrier may be in an uncertain legal position.
A related difficulty is the lack of a clear legal basis

for dealing with problem dentists. Except in cases of
fraud, which are rare and difficut to prove, there are
no formal legal structures for restraining dentists who,
for example, consistently provide more services than
necessary. The existing control system is informal and
functions through negotiations between the dental con-
sultant and the provider on a case-by-case basis.
A third factor limiting the effectiveness of pretreat-

ment review programs concerns the triad of power
relationships among the carrier, the provider, and the
patient. In a dispute between the carrier and the pro-
vider, the patient sometimes aligns himself with the
provider against the company. As an example, when
the company withholds reimbursement for claims, pa-
tients have a vested interest in supporting the provider
in order to reduce their out-of-pocket expenses for
dental care. As a result, patients complain to the union
representative or directly to the carrier to increase the
level of benefits. To maintain the good will of the pur-
chaser and the patient, the pretreatment review pro-
gram is sometimes forced into allowing services that
are not in the best interests of the patient or the dental
plan (64).
A final structural constraint on pretreatment review

is the explicit expectation of all carriers that the review
programs will be cost-effective within the context of the
organization. That is, the savings from denial of serv-
ices are expected to exceed the cost of administering
the claims review. As a result, the emphasis in pretreat-
ment review is denying payment for services which are
unnecessary or not covered in the contract. The issue of
under-treatment receives less attention.
The carriers' attitude that pretreatment review pro-

grams should save money is, in part, a reflection of the
general attitude of the purchasers of dental plans. In
the opinion of the insurance company executives inter-
viewed, most purchasers of dental care would probably
not be willing to pay for the pretreatment review
system if the system's net effect were to increase claim
costs. Therefore, cost containment through control of
overuse obscures the possibilities of under-treatment.

288 Public Health Reports



Discussion and Conclusion
Within the next 5 to 10 years, the majority of Ameri-
cans are likely to have access to privately or publically
financed dental insurance. In this context, the im-
portance of the pretreatment review system is clear. It
is the major method for monitoring the cost and quality
of ambulatory dental care presently operating in this
this country. As such, it is certain to be a component of
the utilization and quality assurance systems that may
be established in a national health insurance plan (65).

The constraints on the operation of pretreatment re-
view systems within insurance companies are inherent
in any organization which must also market dental
insurance and process claims. Even under a national
health insurance plan, either administered by the insur-
ance industry or directly by the Federal Government,
there will be considerable demand for fast claim proc-
essing by patients and providers. Also, as with existing
PSRO programs, there will be pressure on review
agencies to be cost-effective. As such, it is not clear
that a federally regulated pretreatment review system
would differ substantially from the current system.

Other constraints on the effectiveness of pretreat-
ment review systems are the lack of legal definitions of
quality and of the legal bases for dealing with dentists
who abuse the system. These legal problems result
largely froiim societal definitions of the right of pro-
fessional occupations to be self-regulating (66). As
such, it is unlikely that insurance carriers will be able
to resolve these issues by themselves. The eventual
solution will require the development of formal rela-
tionships among the carriers, the profession, and public
regulatory agencies such as professional standards re-
view organizations (PSROs). Society has given PSROs
the necessary legal authority to deal with issues of
quality definition and to impose graded sanctions on
providers who continually abuse the system. The poten-
tial of PSROs in the insurance industry has already
been noted by many of the industry's leaders (67,68),
suggesting that the formalization of relationships be-
tween the carriers and PSROs may only be a question
of time.

Finally, perhaps the most important constraint on
pretreatment review as a quality assurance system is
the perception of dental plan purchasers regarding the
purpose of the review system. Many appear to believe
that a successful pretreatment system should reduce
expenditures through the control of over-treatment.
This belief certainly implies that review systems which
improve quality but also increase program expenditures
will not receive public support. If this interpretation is
correct, an additional constraint on the further devel-

opment of quality assurance systems may be the unwill-
ingness of the public to pay for improved quality.

References
1. Follman, J., Jr.: Dental insurance. Pension and Welfare

News, AuLgulst 1973, pp. 20-24.
2. Precertification in dental plans. Employee Benefit Plan

Review, August 1975, p. 3.
3. Brown, W.: The history, growth, and future of dental in-

surance. Best's Review 76: 16-18, 106-108, October
1975.

4. Dental plans shouild include fast claims payments and pre-
treatment review procedures-says Walton. Employee
Benefit Plan Review, AuLgust 1975, pp. 20-21.

5. What you don't know can hurt you in cost control. [Edi-
torial] Business InsuLrance 10: 8, Sept. 6, 1976.

6. FutuLre is now for dental plans. BuLsiness Insurance 10: 1,
Sept. 6, 1976.

7. LeRoux, M.: Dental plan costs stabilize at Sybron. Busi-
ness Insurance 10: 1, November 1976.

8. Benefit manager finds dental plans widespread at major
corporations. BuLsiness Insurance 10: 6, Aug. 23, 1976.

9. Dental group insurance. Small Business Report, June
1978, pp. 11-13.

10. Nash, K., Garfinkel, S., and Bryan, F.: Identify and de-
scribe the quality assurance methodologies employed by
selected third party carriers of prepaid dental plans. Divi-
sion of Dentistry, Bureau of Health Manpower, Health
Resources Administration, November 1975. Accession No.
PB 253 536, National Technical Information Service,
Springfield, Va. 22161.

11. Freidman, J.:'Study and appraisal guide for dental care
programs. National Institute of Dental Research, Public
Health Service, and School of PuLblic Health, University
of California, Berkeley, 1963.

12. Schoen, M.H.: Cost and quality control in a group prac-
tice prepaid dental program. Paper delivered at a ADA-
AFL/CIO joint meeting on dental prepayment, Chicago,
Ill., Mar. 8, 1968.

13. Soricelli, D.A.: Methods of administrative control foi the
promotion of quality in dental programs. Am J Public
Health 58: 1723-1737, September 1968.

14. Rappaport, S.: Quality control in dental care. NY State
Dent J 37: 275-280, May 1971.

15. Freidman, J.: The dental care program of the Los An-
geles Hotel-Restaurant Employer-Union Welfare Fund.
Division of Health Administration, School of Public
Health, University of California, Los Angeles, 1970.

16. Soricelli, D.A.: Practical experience in peer review con-
trolling the quality of care. Am J Public Health 61:
2046-2056 (1971).

17. Friedman, J.: A guide for the evaluation of dental care.
School of Public Health, University of California, Los
Angeles, 1972.

18. Freidman, J., and Schoen, M.H.: Audit of quality dental
care: a pilot study. J Public Health Dent 32: 214-224
(1972).

19. Freidman, J.: The dental care index: a systematic ap-
proach to the evaluation of dental care programs. United
States Administrators, Beverly Hills, Calif., 1972.

20. Freidman, J.: PSRO in dentistry. Paper given at the
102d annuLal meeting of the American Public Health As-
sociation, New Orleans, La., Oct. 23, 1974.

May-June 1980, Vol. 95, No. 3 289



21. Tannebaum, K.: Toward quality in programs of dental
insurance: the proceedings of a conference. J Public
Health Dent 34: 210-211 (1974).

22. Schonfeld, H.: Dental care evaluation systems in the
United States. Public Health Reviews 3: 403-421 (1974).

23. Cons, N.: Clinical evaluation of Medicaid's patients in
the State of New York. In Medicaid: lesson for national
health insurance, edited by A. Speigel and S. Podair.
Aspen Systems Corporation, Germantown, Md., 1975, pp.
231-238.

24. Cons, N., Green, E., and Haven, E.: The control of qual-
ity in New York State's dental rehabilitation program.
NY State Dent J 42: 346-348 (1976).

25. Morrisey, S.: Assuring quality-the profession's opportu-
nity. J Am Dent Assoc 95: 137-139 (1977).

26. Hillsman, J.: Quality assurance in dentistry. J Am Dent
Assoc 97: 787-789 (1978).

27. Krantz, G.: Group payment dental programs. Am J Pub-
lic Health 47: 45-52 (1957).

28. Avnet, A., and Nikias, M.: Insured dental care. Group
Health Dental Insturance Inc., New York, 1967.

29. Schoen, M.H.: Observation of selected dental services
under two prepayment mechanisms. Thesis for doctor of
public health degree, University of California, Los An-
geles, 1970.

30. Inclusion of dental services in health care maintenance
and related organizations. DHEW Publication No. (HSA)
75-13018, Rockville, Md., 1971.

31. Frankel, J., and Boffa, J.: Prepaid dental care. Jerold En-
terprises, Inc., Boston, 1974

32. Schoen, M.: Group practice in dentistry. Med Care 5:
176-183 (1967).

33. Farrar, W.: Delta dental: the American Dental Associa-
tion plan. J Alabama Dent Assoc 59: 18-20 (1975).

34. Delta Dental Plans Association: Dental service plan enters
20th year in an era of change and transition. J Am Dent
Assoc 86: 19 (1973).

35. Simons, J.: Prepaid dentistry: a case study. Research
Series Center for Labor Research and Education, Berke-
ley, Calif., 1969.

36. Dental expenditures, utilization, and prepayment. Blue
Cross Rep 1: 1-12 (1963).

37. Gibson, R., and Fischer, C.: National health expenditures,
fiscal year 1977. Soc Secur Bull 41: 3-20 (1978).

38. Bonk, J.: The dental service plan: an adventure in in-
volvement. J Am Dent Assoc 98: 701-705 (1978).

39. Delta Dental Plans Association: Delta dental plan. J Am
Dent Assoc 78: 708-709 (1969).

40. Goetz, J.: Delta dental plan: the plan name and symbol.
J Am Dent Assoc 78: 706-707 (1969).

41. Delta Dental Plans Association: NADSP membership
adopts new name-Delta Dental Plans Association
(DDPA). J Am Dent Assoc 79: 55-56 (1969).

42. Sparks, J.: Delta Dental Plan: consumer desires: a view-
point. J Am Dent Assoc 78: 712-716 (1969).

43. Delta Dental Plans Association: DSPIC reaches full capi-
talization: intensifies admittance efforts to aid Delta sys-
tem. J Am Dent Assoc 87: 533 (1973).

44. Delta Dental Plans Association: Dental prepayment and
the consumer-advocate movement. J Am Dent Assoc 87:
21 (1973).

45. Council on Dental Care Programs: Standards for dental
prepayment programs. J Am Dent Assoc 87: 1132-1134
(1973).

46. Delta Dental Plans Association: Delta dental plans spe-
cial relationship with the profession. J Am Dent Assoc
87: 1102 (1973).

47. Delta Dental Plan Association: 1974 to be a major year
for Delta plan enrollment. J Am Dent Assoc 88: 12
(1974).

48. Delta Dental Plans Association: Outlook for 1976: con-
tinued growth in dental prepayment. J Am Dent Assoc
92: 18 (1976).

49. News of dentistry: ADA trustees vote to send $16 million
budget to house; propose dues increase for 1978. J Am
Dent Assoc 93: 731-734 (1976).

50. Delta Dental Plans Association: New symbol adopted by
Delta dental plans. J Am Dent Assoc 92: 95 (1976).

51. Delta Dental Plans Association: Delta holds tenth anni-
versary meeting. J Am Dent Assoc 93: 319 (1976).

52. Carroll, M.: Private health plans in 1976: an evaluation.
Soc Secur Bull 41: 3-16, September 1978.

53. Mayes, D.: Blue Shield's quality assurance program. J
Public Health Dent 34: 215-219 (1974).

54. Councils on Dental Health and Dental Care Programs:
Proceedings of the 20th National Dental Health Confer-
ence. American Dental Association, Chicago, 1969, pp.
1-404.

55. Councils on Dental Health and Dental Care Programs:
Proceedings of the 24th National Dental Health Confer-
ence. American Dental Association, Chicago, 1973, pp
100-406.

56. Downes, W.: Consultants view on review. Proceedings of
the 24th National Dental Health Conference, American
Dental Association, Chicago, 1973, pp. 240-249.

57. DeJong, N., and Dunning, J.: Methods for evaluating the
quality of programs of dental care. J Public Health Dent
30: 223-228 (1970).

58. Schoen, M.H.: Quality evaluation of dental care pro-
grams. Paper presented at the ADA annual conference on
dental health, Chicago, Apr. 27, 1971.

59. Schonfeld, H.: Quality of dental care-its measurement,
description, and evaluation. J Am Coll Dent 38: 194-206,
244, October 1971.

60. Gordon, D.: Quality standards: their establishment for
dentistry. American Dental Association, Chicago, 1974.

61. Isman, R.: Appraising the performance of dentists. J
Public Health Dent 37: 224-234 (1977).

62. Reisine, S., and Bailit, H.: Organizational limitations of
third party dental assurance systems. Paper presented at
the annual meeting of the International Association of
Dental Research, Washington, D.C., Mar. 17, 1978.

63. Margolis, R.: National health insurance-the dream
whose time has come? New York Times Sunday Maga-
zine 127: 12-14, 32, 35-39, Jan. 9, 1977.

64. Goode, W.: Encroachment, charlatinism and the emerg-
ing profession: psychology, sociology, and medicine. Am
Soc Rev 25: 902-926 (1960).

65. Parsons, T.: The social system. Free Press, New York,
1968.

66. Freidson, E.: Profession of medicine. Dodd, Mead, New
York, 1970.

67. McNerney, W.: Health care reforms-the myths and
realities. Anm J Public Health 61: 222-232 (1971).

68. Pettengill, D.: The private role of financing of quality
assurance systems. Ch. 12 In Quality assurance in health
care, edited by R. Egdahl and P. Gertman. Aspen Sys-
tems Corporation, Germantown, Md., 1976, pp. 271-277.

290 Public Health Reports


